Introduction
Studies on the behaviour, thoughts and feelings of people just before they attempt suicide have been reported (8, 12, 13) . The psychopathological picture has been con sidered important enough to be charac terized as a syndrome or state, which is phenomenologically distinct and is composed of an integrated series of structured events (components).
Corresponding to and linked with the person's pre-suicidal state is his state when the attempt has failed, and this usually follows in direct time sequence -a feeling of relief or resolution, with characteristic psychic and physiological changes.
The clinical material upon which these observations are made was collected over a seven-year period and includes 222 con secutive cases of attempted suicide (14).
The identification of a 'usual patient who survives the suicide attempt' is meant to cut across the various diagnostic categories represented in these data, as these states are really best considered as 'universal entities'. The statistical groupings and the structural variations of the pre-suicidal and postsuicidal states are not considered here as being related to diagnostic entities.
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The description and comparison of these structured events falls into three groups: clinical-psychiatric, physiological, and bio chemical.
A Comparison of the States

Clinical-Psychiatric
In the pre-suicidal state there is a height ened sense of arousal with a consequent 'building up' towards a crisis (13). There is a crescendo aspect to this which was de scribed by Alvarez as ". . . forces I could not control" (1) . There may be more suffer ing, a hypermobility with heightening of cognitive and conative features.
Reality-testing may be impaired or con stricted at this time so that clear moments are few, and intellectual recognition of problems is not enough to stave off the only solution (suicide) on the mind at this time (13). The degree of helplessness and hope lessness about the future and attitudes of fatalistic determinism are maximal (10,11).
Judgment and object-relationships are severely impaired during this state and the usual patient is less co-operative and fre quently so alienated that there is great diffi culty in forming close meaningful relation ships. One aspect of the suicidal patient's dependence, part of the transactional pro cess and somewhat contradictory to the above, is the 'cry for help' to a significant person. The more disturbed the patient the Vol. 18, No. 2 more bizarre and possibly delusional is the cry for help (15).
In the post-suicidal state (which has usually manifested itself by the third or fourth day, if it ever does) there is con siderably less suffering, with an amelioration of the 'forces responsible for the upheaval'. Hypermobility gives way to more contempla tion, with reality testing becoming less distorted. There is a gradual moving away from suicidal thoughts towards alternative solutions as problem solving capabilities be come apparent. There should be no danger of suicide during this state. More hope is manifest in that there is less determinism (6), more intentionality and less passivity in planning for the future. There is more adequate judgment, more co-operation and less alienation; less isolated 'room activity', more ward and occupational therapy activity and more grooming. Less self-centredness is shown by more satisfactory visits with family and friends. The post-suicidal patients are less dependent and more willing to work together and communicate instead of main taining a hostile, dependent relationship.
One of the most important structured events of the pre-suicidal state is the affec tive component. Of course the particular patient's habitual affect has to be carefully considered when assessing suicidal potential (15). Not all suicidal people are depressed -quite a few are angry or bitter and exhibit fear or panic. A smaller number have an ecstatic feeling of joy or are 'confused' and in a turmoil. Some show an 'abnormal peace and quiet' which Ringel considers ". . . ominous quiet" (8).
In the post-suicidal state a reversion to the former personality (as known to the rela tives) is seen. This 'reversion' has to take place if a genuine post-suicidal state has been achieved.
During the pre-suicidal state there is usually a loss of appetite, resulting in a considerable loss of weight. Sometimes the person notices an alteration in the smell or taste of food. A good indicator that the post-suicidal state has been reached is when the appetite improves and the perception of food becomes normal.
Another event which is indicative of a pre-suicidal state is elevation of the thresh old for pain -quite often a patient will report that there was 'no pain or discomfort' when the wrists were severely slashed. An other variant of the same theme occurs when large quantities of medication or poison are swallowed, without resulting nausea.
Physiological and Biochemical Changes
These changes are possibly an index of the internal psychophysiological upheaval (stress) which the suicidal patient experi ences as a crisis (3).
Bunny et al. found elevated urinary 17hydroxycorticosteroid secretion in suicidal patients occurring a long time prior to the suicide. These elevated levels are ". . . associated with chronic and internal psycho logical stress, which may be a specific form of stress associated with prolonged or peri odic elevations of steroid levels or both" (3). Hoch-Ligeti noted that ". . . adrenal gland cholesterol content was elevated in suicidal patients in comparison to controls who died in accidents" (7).
Curzon demonstrated that brain serotonin levels were decreased following an injection of Cortisol in the rat (5) . Shaw showed that low brain 5-HT levels have been found in the brains of people who have committed suicide (9) in whom Bourne found low levels of 5-hydroxyindole acetic acid, the metabolite of serotonin (2) .
These biochemical events are applicable only to the pre-suicidal state; as far as is known no corresponding studies have been made in the post-suicidal state.
Sleep Patterns
In the pre-suicidal state there are various patterns of insomnia. Difficulty in falling or in staying asleep, erratic sleeping or no sleep at all for a number of days does oc cur. All of which may be complicated by al cohol, aspirin or barbiturates, which are not usually effective in re-establishing the sleep pattern. The suicidal patient is preoccupied with the 'problems at hand', which are to be solved in the only way that seems possible (suicide). The problem is not to stop or go to sleep, but to go on (1). The sleep depri vation contributes further to psychic dis organization, and the consequent confusion as to what is day and night contributes to the upheaval and psychic suffering.
In the post-suicidal state it is fairly easy to observe when the usual patterns are re-established but the patient should not be considered to be in the post-suicidal state unless the patterns are re-established without hypnotics.
Preliminary findings (4) suggest that as the patient improves clinically and pro gresses to the post-suicidal state more of sleep stages 3 and 4 occur and a stage-REM rebound might occur. The crux of the diffi culty may be that a deficiency of REM and stages 3 and 4 may have occurred. Occa sionally 'terrible dreams' may be experienced by patients who have recovered from a suicidal attempt, the affective state of the dream being identical with that of the presuicidal state.
Conclusions
An attempt was made to conceptualize the psychopathology of attempted suicide in terms of pre-suicidal and post-suicidal states.
The most common components or struc tured events of these states are compared with the clinical-psychiatric, biochemical and physiological points of view.
